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A 000 Initial Comments AD00

A re-icensure survey, an extended congregate
monitoring survey and a complaint investigation
{complaint number 2020002847) were conducted
at East Ridge Retirement Village on N
and . The provider had
deficiencies identified at the time of the survey.

A007| 428.26(11) FS; 59A-36.006(1) FAC Admissions - A0O7
$S=D| Criteria

429.26

{11) No resident who requires 24-hour nursing
supervision, except for a resident who is an
enrolfed hospice patient pursuant fo part  of
chapter 400, shall be retained in a facility licensed
under this part.

59A-36.006

(1) ADMISSION CRITERIA.

{a) An individual must meet the following

minimum criteria in order to be admitted to a

fagility holding a standard, limited nursing

services, or limited mental health license:

1. Be at least .-

2. Be free from signs and symptoms of any

communicable that is likely to be

fransmitted to other residents or staff. An

individual who has .
may be admitted to a facility,

provided that the individual would otherwise be

eligible for admission according to this rule.

3. Be able to perform the activities of daily living,

with supervision or assistance if necessary.

4. Be able to transfer, with assistance if

necessary. The assistance of more than one

person is permitted.

5. Be capable of taking medication, by either

seff-administration, assistance with

self-administration, or administration of
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medication.

a. If the resident needs assistance with
self-administration of medication, the facility must
inform the resident of the professional
qualifications of facility staff who will be providing
this assistance. If unlicensed staff wilt be
providing assistance with self-administration of
medication, the facility must obtain written
informed consent from the resident or the
resident’s surrogate, guardian, or attorney-in-fact.
b. The facility may accept a resident who requires
the administration of medication if the facility
employs a nurse who will provide this service or
the resident, or the resident's legal
representative, designee, surrogate, guardian, or
attorney-in-fact, contracts with a third party
ficensed to provide this service to the resident.

6. Not have any special dietary needs that cannot
be met by the facility.

7. Not be a danger to seff or others as
determined by a physician, or mental health
practitioner licensed under chapter 480 or 491,

8. Not require 24-hour licensed professional
mental health treatment.

9. Not be bedridden.

10.Nothaveany ... .or4, LA
resident requiring care ofa

may be admitted provided that:

a. The resident either:

{1y Resides in a standard or limited nursing
services licensed facility and contracts directly
with a licensed home health agency or a nurse to
provide care; or

{11 Resides in a limited nursing services licensed
facility and care is provided by the facility
pursuant to a plan of care issued by a health care
provider;

b. The condition is documented in the resident's
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record and admission and discharge logs; and,
¢. If the resident’s condition fails to improve within
30 days as documented by a health care
provider, the resident must be discharged from
the faciity.
11. Residents admitted to standard, limited
nursing services, or limited mental heaith
ficensed facilities may not require any of the
following nursing services:

airway management of any kind,
except that of continuous positive airway
pressure may be provided through the use of a
CPAP or bipap machine;
b. Assistance with o
¢. Monitoring of gases,
d. Management of post-surgical drainage tubes
and vacuum devices;
e. The administration of
facility; or
{. Treatment of surgical B
unless the surgical or and the
underlying condition have been stabilized and a
plan of care has been developed. The plan of
care must be maintained in the resident's record.
12. In addition to the nursing services listed
above, residents admitted to facilities holding only
standard and/or fimited mental health licenses
may not require any of the following nursing
services:

products in the

or

a. , and, . performed
in the facility;
D. ., performed in the facility.
13. Not require 24-hour nursing supervision.
14. Not require skilled rehablilitative services as
described in rule 59G-4.290, FAC.
15. Be appropriate for admission to the facility as
determmed by the facility admlnlstrator The

i must base the jon on:
a. An assessment of the strengths, needs, and

A0O7
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preferences of the individual;
b. The medical examination report required by
section 429.26, F.S., and subsection (2} of this
rule, if available;
c. The facility's admission policy and the services
the facility is prepared to provide or arrange in
order to meet resident needs. Such services may
not exceed the scope of the facility's license
uniess specified elsewhere in this rule; and,
d. The ability of the facility to meet the uniform
fire safety standards for assisted living facllities
established in rule chapter 69A-40, F A.C.
{b) A resident who otherwise meets the
admission criteria for residency in a standard
ticensed facility, but who requires assistance with
the administration and regulation of portable

or assistance with routine , care
of site . Pplacement, may be admitted
to a facility with a standard license as long as the
facitity has a nurse on staff or under contract to
provide the assistance or to provide training to
the resident on how to perform these functions
themselves.
{c} Nursing staff may not provide training to
unlicensed persons, as defined in section
429.256(1)(b}, F.S., fo perform skilled nursing
services, and may not delegate the nursing
services described in this section to certified
nursing assistants or unlicensed persons. This
provision does not restrict a resident or a
resident's representative from Lwitha
ficensed third party to provide the assistance if
the facility is agreeable to such an arrangement
and the resident otherwise meets the criteria for
admission and continued residency in a facility
with a standard license.
{d) An individual enrolled in and receiving hospice
services may be admitted to an assisted living
facility as long as the individual otherwise meets
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resident admission criteria.

(e) Resident admission criteria for facilities
holding an extended congregate care ticense are
described in rule 59A-36.021, FAC.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview the facility failed to follow the admission
criteria for one out of 37 sampled residents (#

Findings included:

Record review revealed that Resident # 29 had
been admitted on and the admission
note stated that the resident had come with a ,

. Health assessment on the record was not
dated and stated that the resident required
assistance with ambulation and transfer and was
total for the rest of the activities of daily living.
Stated that the resident required a registered
nurse for |, lcare/management.
On at 1:25 PM Staff | stated that
Resident # 29 had been admitted witha,
On at 9:04 AM Staff P stated that
Resident # 28 was able to ambulate but required
a lot of direction, had and had better
days than other.

On at 9:08 observed Staff P asking
Resident # 29 to stand up and walk and the
resident did not follow directions.

On al 9:14 AM Staff P stated, "he has
cne of those days.”

On at 1:45 PM Staff L brought another
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health assessment for Resident # 29 and stated
was the most cusrent one; it was in blue ink and
the date was in black ink with a different
handwriting dated that stated that the
resident was total for feeding and independent
with the rest of the activities of daily living.

On at 7:00 AM returned fo the facility
and there was another health assessment
Resident # 29 dated on the record,
completed by a . .. doctor, that stated
that the resident was independent with
ambulation and transferring, required supervision
with bathing, assistance with grooming and
toileting and was total for eating and

the diet section sated, ", _ feeding." The
question if the resident required 24 hours nursing
or, care stated, "Don't think 507"

. On

On at 9:56 AM the

stated, “) saw him only once; he had
and and . Thaven't seen him
since them. He was ok then. | thought he was
appropriate then.”

doctor

Class Il

429.256( ), 59A-36.008(3) Medication -
Assistance with Self-Admin

429.256

{3) Assistance with self-administration of
medication includes:

{a) Taking the medication, in its previously
dispensed, properly labeled container, including
an syringe that is prefilled with the proper
dosage by a pharmacist and an , . thatis
prefilled by the manufacturer, from where itis
stored, and bringing it to the resident.
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{b} In the presence of the resident, reading the
{abel, opening the container, removing a
prescribed amount of medication from the
container, and closing the container.

{c} Placing an oral dosage in the resident's

or placing the dosage in another container and
helping the resident by lifting the container to his

or her .

{d) Applying .., .. medications.

(e} Returning the medication container to proper
storage.

{f} Keeping a record of when a resident receives
assistance with self-administration under this
section.
{g) Assisting with the use of a , including
removing the cap of a , opening the unit
dose of solution, and pouring the
i p dose of ication into
the dispensing cup of the .
{hyUsinga , to perform -
tevel checks.
(i) Assisting with putting on and taking off
stockings.
{j) Assisting with applying and removing an
- but not with titrating the
prescribed . , . settings.
{k} Assisting with the use of a continuous positive
airway pressure device but not with titrating the
prescribed setting of the device.
(1) Assisting with measuring vital signs.
{m)} Assisting with . bags.

{4} Assistance with self-administration does not
include:
{a) Mixing, p > converting, or

. medication doses, except for
measuring a prescribed amount of fiquid
medication or breaking a scored tablet or
crushing a tablet as prescribed.
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{b} The preparation of syringes for injection or the
administration of medications by any injectable
route.

{c} Administration of medications by way of a tube
inserted in a . of the body.

(d) Administration of , preparations.

{e) Irrigations or debriding agents used in the
freatment of a skin condition.

) . .or ., . preparations.

(g} Medications ordered by the physician or
heaith care professional with prescriptive
authority to be given "as needed,” unless the
order is written with specific parameters that
preclude independent judgment on the part of the
unficensed person, and at the request of a
competent resident.

{h) Medications for which the time of
administration, the amount, the strength of
dosage, the method of administration, or the
reason for administration requires judgment or
discretion on the part of the unlicensed person.

5) with the self of
medication by an unficensed person as described
in this section shall not be considered
administration as defined in 5. 465.003.

59A-36.008
{3) ASSISTANCE WITH
SELF-ADMINISTRATION.
{a) Any unlicensed person providing assistance
with seif-administration of medication must be
. .- or older, trained to assist with self
administered medication pursuant to the training
requirements of rule 59A-36.011, FAC,, and
must be available to assist residents with

if- ini ications in with
procedures described in section 429.256, F.S.
and this rule.

A05B2
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{b} In addition to the specifications of section
429.256(3), F.S., assistance with
self-administration of medication includes, in the
presence of the resident, reading the medication
{abel aloud and verbally prompting a resident to
take medications as prescribed.

{c} In order to faciiitate assistance with
self-administration, trained staff may prepare and
make available such items as water, juice, cups,
and spoons, Trained staff may also return unused
doses to the medication container. Medication,
which appears to have been contaminated, must
not be returned to the container.

(d} Trained staff must observe the resident take
the medication. Any concemns about the
resident’s reaction to the medication or suspected
noncompliance must be reported to the resident's
health care provider and documented in the
resident's record.

{e) When a resident who receives assistance with
medication is away from the facility and from
facility staff, the following options are available to
enable the resident to take medication as
prescribed:

1. The heaith care provider may prescribe a
medication schedule that coincides with the
resident’s presence in the facility,

2. The medication container may be given to the
resident, a friend, or family member upon leaving
the facility, with this fact noted in the resident's
medication record,

3. The medication may be transferred to a pill
organizer pursuant to the requirements of
subsection (2), and given to the resident, a friend,
or family member upon leaving the facility, with
this fact noted in the resident's medication record,
or

4. may be i and
dispensed in an easier to use form, such as unit

AHCA Form 3020-0001
STATE FORM

bl osiQtt

If continuation sheet 9 of 14




PRINTED: 04/10/2020

FORM APPROVED
Agency for Health Care
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
AL11968335 8. WING 02/26/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
19225 SW 87TH AVE
EAST RIDGE RETIREMENT VILLAGE, INC
MIAMI, FL 33157
(X430 SUMMARY STATEMENT OF DEFICIENCIES 33 PROVIDER'S PLAN OF CORRECTION (X8)
PREFEX. (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY}
A052| Continued From page 9 ADB2

dose packaging.
{f) Assistance with self-administration of
medication does not include the activities detailed
in section 429.256(4), F.S.
1. As used in section 429.256(4)(g), F.S., the
term "competent resident” means that the
resident is cognizant of when a medication is
required and understands the purpose for taking
the medication.
2. As used in section 429.256(4)(h), F.S., the
terms "judgment” and "discretion” mean
vital signs and juating or

assessing a resident's condition.
(9) Al trained staff must adhere to the facility's

control policy and procedures when
assisting with the self-administration of
medication.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to follow the correct procedure as outlined
by the state, when assisting two out of 38
sampled residents with self-administration of
medications (Resident #2 and 3).

Findings included:

On at 8:55 AM, observed that
medications were kept in a locked cabinet located
in the kitchenetie area of resident apartment,
Staff Z open the cabinet, checked on the
medication observation record {MOR), for the
medication, match the medication with the MOR,
place all the pills in a small cup, got some water
from a fridge, gave the medication to the
residents, and did not identify the medication,
marked the MOR, locked the cabinet.

On at 9:15 AM staff Z stated that she
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forgot to mention the medication to the residents

because she was very nervous, but she usually

mentions the medication to the residents.
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